Soft tissue myxoma of the oral cavity is extremely rare. We present a case of soft tissue myxoma arising from a mandibular anterior gingiva in a 51-yearold male patient. Histological examination showed islands of odontogenic epithelium scattered in the mucinous stroma. This lesion was supposed to have a odontogenic origin. The clinical differences between soft tissue myxoma with bone destruction and those without bone destruction are also discussed by a review of the literature. (J. Oral Sci. 42, 107-109, 2000) 
Introduction
Odontogenic myxoma is a rare benign tumor, which is locally invasive and has a high recurrence rate (1) . This tumor commonly occurs in the body of the maxilla or mandible and is supposed to be of odontogenic mesenchymal origin (1) . However, on rare occasions, this lesion may arise from soft tissue (2). We present an unusual case of odontogenic myxoma arising from a mandibular anterior gingiva.
Case report A 51-year-old male patient consulted the oral surgery clinic of Saitama Medical Center to evaluate the gingival mass of the mandibular anterior region. About one year previously, the patient had noticed a mass the size of a rice clinical diagnosis was peripheral ossifying fibroma. Under local anesthesia, the mass was resected with a margin of normal healthy tissue and the left lateral incisor and canine were removed with the tumor. Intraoperatively, the alveolar crest was coarse and adequate curettage was performed. Recovery was uneventful and there has been no recurrence during two years follow-up.
The resected mass measured 42 x 25 x 10 mm, and the cut surface had a mucinous appearance. Microscopic examination revealed an unencapsulated myxomatous tumor with ill-defined margins. The tumor was composed of abundant mucinous stroma, sparse stellate and spindle cells with hyperchromatic nuclei and distinct cytoplasm, and a meshwork of fine collagen fibers (Fig. 3) . In addition, foci of odontogenic epithlium were scattered in the lesion. There was no evidence of cellular pleomorphism or hypercellularity. Remnants of residual trabeculae of alveolar bone were seen dispersedly in the stroma (Fig. 4) . The proliferating spindle and stellate cells were positive for vimentin and partially positive for a-smooth muscle actin using avidin-biotin peroxidase complex (ABC, Vector Lab). However, immunostaining for S-100 protein and keratin was negative in these cells. Rests and islands of odontogenic epithelium showed positive reaction for keratin.
Discussion
The odontogenic myxomas of the jaw are divided into two types, central myxomas located intraosseously and peripheral (extraosseous or soft tissue) myxomas occurring in soft tissue overlying tooth-bearing areas of the mandible and the maxilla (1). Schmidseder et al. (3) classified all the myxomas arising from the alveolar process, regardless of whether there was bone destruction, as being the peripheral type. Our case involved a soft tissue myxoma with unique bony trabecular formation in the mass and was supposed to correspond to Schmidseders' peripheral type.
In this article, we divided the cases of soft tissue myxoma including our case into two groups: cases showing bone destruction, and those without bone destruction, and compared the clinical findings of these two groups. Available information is presented from nine cases with bone destruction and five cases without bone destruction (2-8). Patient ages in cases having bone destruction ranged from 15 years to 97 years. Four cases occurred in the sixth decade. Patient ages in cases without bone destruction were distributed from 27 years to 45 years with three cases appearing in the third decade. The male to female ratio among cases showing bone destruction was 6:3 and all cases without bone destruction were from female patients. Although the total number of the cases was small, 
